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(d) History of excessive consumption of alcohol. There may be 
initiative dyspepsia, insomnia, tremor, etc.—Alcoholism. 

(e) Perverted digestion. Headache dull, comes on soon after eat¬ 
ing, or is associated with the eating of some particular food, and is 

'temporarily relieved by purgatives and intestinal antiseptics.—Indi¬ 
gestion. 

(f) Patient exposed to lead. There may be a blue line on the 
gums, colic with constipation or bilateral wrist drop.—Plumbism. 

VI. No infective or toxic cause but the cerebral circulation is 
disturbed. 

(a) Headache throbbing follows excitement or exertion, and may 
be associated with flushed face. Increased by coughing, straining or 
lowering head.—Active Hyperaemia. 

(b) Headache dull and heavy. Return of venous blood obstructed. 
—Passive Hyperaemia. 

(c) Heart action weak or blood impoverished.—Anaemia. 

VII. No .infective ,toxic or circulatory cause, but there is a reflex 
disturbance. 

(a) Pain associated with the use of' the eyes for near work, and 
is felt in the brow or back of the eyes, or appears to extend from the 
eyes to the back of neck. An error of refraction is present or weak¬ 
ness of one or more of the extra ocular muscles.—Eye Strain. 

(b) Pain associated with disease of the nose or its adjacent sin¬ 
uses.' Inner wall of orbit may be tender or headache markedly in¬ 
creased by touching the middle turbinated bone with a probe.—Nasal 
Headache*. 

yiH. No organic, toxic, reflex or circulatory cause apparent. 

.(a!) Nerve force exhausted from any cause. Sensations in head 
may be disagreeable rather than painful, and are described as queer, 

‘ tightness Of looseness of scalp, lightness on heaviness of the head, etc. 
Spinal tenderness and morbid fears common.—Neurasthenia. 

(b) HejUJache appears and disappears in accord with emotional 
changes or in response to suggestion, often limited to a small spot at 
vertex (clavus). Various signs of hysteria may be present.—Hysteria. 

Altman. 

Hysteria Simulating Disseminated Sclerosis. 

Charcot, Rendu, Souques and others have published so many cases 
of hysteria simulating disseminated sclerosis that further observation 
. would seem without much interest, but the case related by Dr. Bonne 
(Gazette Hebdomadaire, Dec. 17, 1896) is interesting in that the neu¬ 
rosis while reproducing most of the symptoms of the organic disease 
was wanting in most of the cardinal symptoms of hysteria. The patient’s 
first symptoms were like mild epileptic attacks, and began suddenly in 
May, 1891,, apparently from a small emo.tional cause. They continued 
to return until three or four happened every day. A sort of aura of 
variable character heralded them constantly, or ordinarily a sense of 
constriction of the chest and a ball in the throat, sometimes a swelling 
of the abdomen. He came into the Hospital of Lyons in October, 
1896, when he was still suffering occasionally from convulsive attacks, 
which were brought about under the influence of emotion or by pres¬ 
sure upon the hysterogenic zones. He was found to have difficulty of 
speech of a somewhat spasmodic character, but not typically scanning. 
This had begun two years previous to admission and progressively 
increased, though with no aphasia, and without motor trouble with the 
tongue. About the same time that this difficulty commenced he had 
also perceived a difficulty in walking. At the time of admission his 
gait was wavering and decidedly spastic; but this rapidly improved, 
as did his station, which was bad. There was a large tremor of the 
arms, disappearing in repose, controlled by small movements and made 
.worse by large movements or ones demanding great precision of use 
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-of the members. The hand-writing, while not typical, was also some¬ 
what like that of a patient with sclerosis. All the tendon reflexes were 
greatly exaggerated; the plantar reflex sometimes was like a series of 
irregular jerks of the.leg; there were both knee and ankle clonus easily 
developed, lasting some time and at once resisted by a voluntary effort 
of muscular contraction. There was no fibrillary twitch, and the de¬ 
cidedly hysterical symptoms were only a pharyngeal anaesthesia and 
sharply outlined and unvarying zones upon both fore-arms and on 
the right arm in which touch was not perceived. On the outside of the 
left calf there was an area of thermo-anaesthesia. Besides this ,the'vis- 
ual field was contracted in both eyes and there was dyschromatopsia 
for all colors except red. There was an equal bilateral amblyopia and 
a permanent myosis with enfeeblement of reaction to light and dis¬ 
tant vision. There was also slight nystagmus. The fundus was en¬ 
tirely normal. The author does not believe this a case of disseminated 
sclerosis with concomitant hysteria, but thinks it hystero-epilepsy, in 
view of the history of the patient, the fact that difficulties of gait and 
speech not only were better from treatment, but presented certain 
points of decidedly hysterical character; again the occurrence of dis¬ 
turbance of color vision, the distribution of the sensory troubles, the 
persistance of the tremor in repose, all unite to favor this view. 

J. K. Mitchell. 

• 

HYSTERICAL CONTRACTURE OF THE MASSETER MUSCLE. 

Verhoogen (Jour, de Med. et de Chirug.-Prat., Oct. 25, 1896) 
reports a case of rare localization of hysterical spasm. The patient 
was a boy of 12 who had received from a comrade a slap on the right 
cheek. It was not very severe, but the following morning when the 
patient awoke he could not open his mouth. A month after the ac¬ 
cident he presented the following symptoms: When asked to open 
his mouth he separated the lips, but the jaw remained immovable. 
Any attempt to separate the teeth immediately provoked severe pain 
in the right masseteric region. However, by patience and proceeding 
with great care and gentleness it was possible to slowly open the mouth 
to a reasonable extent, but during this procedure the masseters were 
observed to repeatedly contract. At the angle of the jaw there was an 
area of extreme tenderness, but if the finger were placed on the skin 
just beyond this, where touch was not painful, the skin could be 
pushed along and pressure made, as it were, beneath the tender place 
without causing pain. That is, the hyperesthesia was purely cutaneous. 
There were also areas on both arms in which the thermic sense was 
lost. The mother was a confirmed hysteric. Under chloroform the 
spasm relaxed and the joint was found to be absolutely normal. The 
contracture then was purely hysterical, the slight traumatism having 
acted simply as a determining and localizing agent. 

, It may be interesting to note that this case presents a striking 
antithesis to one reported by Charcot in one of his Tuesday lectures. 
In.that case a woman, after giving her child a box on the ear, was 
stricken with hysterical paralysis of the offending hand with accom¬ 
panying complete anesthesia. If one might imagine the two cases to 
occur simultaneously, we would have a dramatic incident, the moral of 
which, psychological, medical and ethical is self-evident. 

Patrick (Chicago). 

A Case of Hysteria with Ataxia Confined to One Leg. 

Charles W. Burr, M .D., narrates, in the Medical News. Nov. 14, 
1896, the history of a man, aged fifty-six, who for about a year noticed 
“a peculiar sensatibn in the left leg as though worms were crawling 
■over it.” This lasted about two months and was .followed by a feeling of 
•extreme coldness in the entire left side. At times, when walking, he 



